
glasses are used. The general circulatory and nervous
effects are described by Snell,0 who gives many excellent
suggestions for preventing deleterious effects in manu-
facturing this substance. Carbon bisulphid, formerly
much used in vulcanizing rubber, caused impaired eye-
sight, but this process has been so greatly modified that
it is now of little importance in causing ocular lesions.
Toxic amhlyopias caused hy tobacco, ethyl alcohol and
wood alcohol are too well known to require consideration.

The eye affections formerly attending the manufacture
of iodoform have by care been eliminated. A few cases
of eye involvement have been reported in dye factories
from handling the various coal-tar preparations. Arsenic
from wall-paper, artificial flowers and Paris green, paper
hangings and paintings, also when used for medical or
cosmetic purposes, according to Casey Wood, has caused
various visual disturbances. Painters, plumbers, electro-
typcrs, file-cutters and many others through handling
lead are likely to get chronic lead-poisoning causing
central peripheral affections of sight, various paralyses,
retrobulbar neuritis, etc. Lead-poisoning is also found
among those manufacturing white, yellow, orange and
red lead, lead pipe, solder and plumbers' supplies and
in cutting metal articles composed of lead or lead and
tin; in grinding lead paint, making storage batteries,
cleaning or handling printing type and in glazing in
pottery establishments. Poisonous gases and fumes are
found in shoe cement, japanned or patent leather and
rubber manufacturing, in which the mixtures containing
naphtha are sometimes allowed to remain in uncovered
containers and proper ventilation is not insisted on.
Poisonous gases are also formed in certain lead processes.

DISEASE^DUE TO PECULIAR OR PROLONGED USE OP
THE EYE

Nystagmus in miners is an instance of the diseases
found in workers following occupations requiring pro-
longed and peculiar use of the eyes.

Nystagmus in miners, due to their peculiar way of
looking at their work, is fully described by Snell, who
says that treatment consists in changing the kind of
work. After relief the miner can return to his work if
the head can be kept straight and the eyes are not often
turned upward. Snell mentions several other occupa-tions which lie has thought, might cause nystagmus
hecause the eyes were turned directly or obliquely
upward.

ABSTRACT OF DISCUSSION
ON PAPŒBS OF DUS. STEVENSON AND FORDYOB

Dit. Chables V. Stokes, Surgeon General, U. S. Navy,
Washington) D. C. : Our activities in the Navy along tho
line OÍ occupational hygiene arc undertaken entirely to add
to military efficiency, our humanitarian interest being sub-
ordinated and secondary, (¡encrai sanitation has reached a

very satisfactory plane. We have, however, grouped together
in it battle-ship a more varied lot of activities, I think, than
will he found elsewhere in the same space. There are dis-
abilities attributable to the use of the searchlight, which is
illuminated by an arc-light, inducing a coagulation in the
retinal cells or changes in optic nerves. We aim to avert
these disabilities by the use of electrician's glass to cut
down the intensity of the light, and the use of llalliuier glass
to diminish the deleterious effect of the actinic rays. In the
turrets the gun-pointer adjusts or retines the pointing of his
gun by means of a telescopio sight. We are studying the
effects of these telescopic sights on the eyes, and arc taking
steps to avert disability from this canse. There is a menace

in the double bottoms of battle-ships which has to bo taken

into account. I know of an instance in which two men lost
their lives while inspecting double bottoms in a foreign navy.
A study of the conditions there has led us to believe that
they are not due to toxic gases, but rather to a diminished
amount of oxygen. During battle practice wo find that there
are conditions in turrets which will have to be remedied;
otherwise our men will not be so effective as they should
be. We find that humidity runs rapidly up to. saturation;
that the normal carbon dioxid content of the air runs up
to a dangerous point, and we lind as well powder-gas con-
taminations in these situations. Steps are being taken to
pvoid these conditions. Our activities in some of these situ-
ations have gone so far that they are looked on as a great
military asset, nnd as such are to be regarded as military
secrets. We have been studying the atmospheric conditions in
submarines with the hope of being able to sustain life beyond
the time it is now possible to do so in the case of disabled
submarines. The problem here is not so simple as it would
appear at first thought. It is something more than the
generation of oxygen. It means the destruction of carbon
dioxid; the taking up of humidity nnd the doing away with
battery generations, principally hydrogen and sulphuric acid,
and carbon monoxid from back-firing of gasoline. We have
been making systematic and careful observations in the five-
rooms of our battle-ships, studying the personnel and the
chemical atmospheric, conditions before, during and after endu-
rance runs. We believe that some of the cases of heat
exhaustion, or heat prostration, are due to some extent to
ti gaseous contamination, possibly carbon monoxid.

Dit. Walton Forest Dutton, Carnegie, Pa.: An occupa-tional disease not very well known is vanndiumism. There are
only about two reduction plants in the United States; and
in those plants the frequency of the disease has run veryhigh. The disease will become more prevalent as vanadium
products become more generally used. They are being used
more and more every day, especially in the manufacture of
steel, in photography and in cloth manufacturing plants where
mordants are used. The pentoxid is used in photography
quite a great deal; vanadium chlorid and 'peroxid are used
as mordants in printing fabrics; the peroxid is used in the
manufacture of steel. The greatest number of cases of vana-
diumism are found in the reduction plants, especially in the
men on the mixing lloor and in those that work about the
crucibles. This disease is not well known at the present time;
but it will become more familiar to physicians as the use
of vanadium products increases. An article that appeared in
The Journal, June 3, 1911, p. 1048, will probably give a
better description of the poison.

SOME TYPES OF URETERAL OBSTRUCTION
IN WOMEN

HENRY DAWSON FURNISS, M.D.
Assistant Attending Gynecologist to New York Post-GraduateHospital

NEW YORK

The type of ureteral obstruction considered in this
paper is that due to lesions in the ureter itself, and whiletuberculous conditions fall in this category, they are, forthe sake of brevity, omitted.

The interest for such a study was furnished by thediscovery of a number of cases, most of which had beenunrecognized and treated for other conditions. I feelconfident that I have overlooked a number of these, forthey presented the same symptoms as those in which Ihave determined beyond doubt the presence of ureteral
obstruction. The discovery of the first case was more
or less accidental, and it so impressed me that I have
been on the lookout since and have encountered enough

Read in the Section on Obstetrics and Gynecology of the Amer-
ican Medical Association, at its Sixty-Third Annual Session, held at
Atlantic City, June, 1912.6. Snell : Brit. Med. Jour., 1892, i.
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others to make me think it a frequent condition in
women.

In reviewing the reported cases I find that most of
them give histories of long-standing trouble, and marked
kidney and ureteral changes above the obstruction. In
other words, they had remained unrecognized and
untreated until urgent symptoms demanded operation.
In a large number of the patients operated on, the oper-
ation was exploratory, for no definite diagnosis had been
made.

In explanation of the etiology of this condition; con-
genital malformation is given as the most frequent cause.
Hot fomley,1 who reviews the literature and abstracts the
eases reported to date, regards the condition as congeni-
tal, but some of the histories read much as if flic obstruc-
tion were acquired and of inflammatory origin. J. Ver-
billigen and A. deGraeuwe2 are of the opinion that most
of these strictures are due to congenital defects that
become symptom-producing on the add il ion of a sec-
ondary cause, and that infection is flic chief one. The
number of cases seen in Ibe individuals possessing no
other apparent congenital defect leads one to suppose
(but too in mil blame bus been placed on congenital
abnormalities, and that some other cause, or causes, must
be at fault.

In a study of the histories of my cases 1 am led to
assume that infection plays the important part in ibe
production of ureteral stricture. Acute lieinafogenous
infections of the kidneys from infections arising from
wounds, furuncles, in the course of infectious diseases,
especially influenza, tonsillitisf and typhoid, intestinal
disturbances and operations on the intestinal canal, etc.,
are rather frequent. They often -persist as a pyclilis,
ureteritis or a secondary cystitis. The long-continued
inllanimation then results in an infiltration of tbc ureter
with consequent contraction and the formation of a

stricture. This represents obstructions from infections
of Hie descending type. Siigiiniinr studied tbc lower end
of the ureters in the bodies of twenty-live patients who
hud bad cystitis but died of other causes, and in all
found changes of an inflammatory type in the snbmiicosa
and niusciilaris; he expressed Ibe opinion that the infec-
tion extended through the lymphatics and not along Ibe
mucosa.

Of the infecting organisms the colon bacillus has been
given lirsl. place, and most authorities consider that ill
this type the infection descends from the kidney. Just
how important a rôle is played by the gonococcus is still
in dispute, but when this is the causative factor the path
is generally ascending, (¡arceau' believes il more fre-
quently to blame than does Kelly, and suspects it
strongly in cuses of bilateral ureteritis or stricture.

The seals of st riet.lire arc, as u rule.'til Ihe points of
anatomic narrowing, with ihe ones til (he vesical end
and just below the pelvis ¡is the most frequent, stricture
at the point, of crossing of the pelvic brim being rare.

Kelly"' claims to have seen only mice stricture of the
upper end, but this does not agree with m.v experience
or with the literature. John A. Sampson" reports a case
of stricture of the lower end of the ureter with a valve-
like formation at the pelvic brim that lie explains as

being due to the giving way of Ihe urétera] sheath at
that point with a bernia] protrusion of the ureter. 1

have radiographs of two cases that show much the same
picture as that in the diagram illustrating his case.

Seeker7 exhibited before the Deutsche Gesellschaft für
Urologie at the congress in Vienna in September, 1911,
some pyelograms of cases of pyelitis, all showing some
dilatation of the renal pelvis, and in explanation said
that they were eases of ureteral obstruction with sec-

ondary infected hydronephrosis. I have some similar
radiographs-, but am inclined to think that the infection
existed lirsl, and is the cause of the obstruction and the
dilated kidney pelvis.

S. Mirabeau8'0 has written two excellent articles on
ureteral obstruction. Ho regards many such cases as
due to infections of the lower end of the ureter, and
strongly emphasizes the fact that in these the first attacks
of renal pain are apt to be encountered at the menstrual
period, owing to the pelvic congestion causing a swelling
of the already inflamed ureteral mucosa and consequent
obstruction.

Most of these stricture cases are of long standing and
slow progress and the first symptoms may be those of
pyelitis, ureferitis or cystitis. Unless the obstruction is
great it may be some time before the ureter and the
linn I pelvis become dilated, and the kidney shows pres-
sure changes. If -the narrowing is at the vesical end,
there is urétera! dilatation before the renal pelvis is
enlarged. If at the upper end the pelvis and the calices
become enlarged, and even in the earlier stages, as shown
in the pyelograms, it is seen that the dilatation of the
pelvis occurs in a downward direction. As the ureter
remains fixed, it first appears that it comes from the
pelvis at a right angle; later it is seen in the so-called
high origin, which has been given as a cause of obstruc-
tion instead of its ell'cct. As this becomes more marked
there is seen the formation of a spur composed of the
outer wall of the ureter and the inner wall oí the pelvis,and this Inter acts as a valve. I have in my possessionthe radiogram of a case that presented an enormously
enlarged ureteral orifice as a result of the increased
bladder-pressure from the tenesmus of a severe cystitis;the ureter and the kidney pelvis were likewise dilated,
and the relation of Ihe ureter and the kidney pelvis are
such as that just described. This is detailed to show Unit
the high insertion of the ureter and the formation of
the spur or valve is the result of the pelvic dilatation.
According lo Kelly/' these strictures involve from a few
millimeters to one or more centimeters of the length of
the ureter, and the rule is that they are apt to be
extensive.

SYMPTOMS
Usually there is a. history of an antecedent pyelitis,

ureteritis or cystitis, which may have occurred long
before the symptoms of ureteral obstruction or have con-
tinued until the time the stricture symptoms appeared.(¡arceau'1 has written an extensive article on ureteritis
in which lie stales that besides pain along the course of
the ureter, more especially at the pelvic brim, and fre-
quency of urination, the presence of a large number of
epithelial cells, singly and in plates, from the under is
characteristic. To obtain these without traiiinafism from
urétera! calheleri/,ation lie advises collection of the urine
through a Kelly speculum with an oblique end and the
patient in the knee-chest posture. The pain of the
ureferitis is often confounded with that of appendicitis
ami iidnexal I rouble, and many pal ¡cuts have been oper-
ated on for these conditions without relief of symptoms.

1. Bottomley : Ann. Surg., November, 1910.
2. Verhoogen, J., and de Graeuwe, A.: Ztschr. f. Urol., 1911,

p. 621.
\s=d\Hunner, a Guy L. : The Journal A. M. A., April 1, 1911, p. 937.

3. Sugimura : Virchows Arch. f. path. Anat., October, 1911.
4. Garceau : Am. Jour. Med. Sc., February, 1903, p. 284.
5. Kelly, H. A.: The Journal A. M. A., Aug. 16, 1902, p. 363.
6. Sampson, John A.: Ann. Surg., December, 1907.

7. Necker : Ztschr. f. Urol., 1912, No. 3, vi, 464.
8. Mirabeau, S. : Ztschr. f. Gyn\l=a"\k.Urol., i, No. 1.
9. Mirabeau, S.: Ztschr. f. Urol., 1912, vi, No. 1.
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I In fact, it is often only after such operation that a true
insight into the condition is found in looking for other
causes for the patient's symptoms.

After the definite formation of a stricture the symp-
I toms become those of intermittent hydronephrosis, and
i. are much the same as those caused by the sudden block-
i ing of the ureter by stone, or kinking. I think that the
¡ attacks are more severe, show a greater tendency toward
j periodicity, and that the symptoms are less noticeable
, between attacks than in cases in which the obstruction
i occurs from pressure of a tumor mass, the pregnant
' uterus or the extension of carcinoma.

In most of the caseB I have seen the symptoms have
| persisted for some time, in a few for many years. At
 first the attacks are slight and far between, but in the

course of time the intervals lessen, the attacks become
inore severe and last longer. Exposure to cold, the
di inking of water to excess, and the influence of men-
struation have been given as determining factors of
attacks, but it is only in regard to the last-named factor
that I have noted any relation. This is a point described
by Mirabeau.8 I have liad four patients who came to

.

me for renal pain at the menstrual period, and while in
only one did I demonstrate an obstruction with conse-
quent dilatation of the ureter, I believe that these are

'
cases of ureteritis that involve the lower end of the
ureter and that sometimes they may progress to the for-
mation of strictures.

The pain of an attack is generally in the renal region,
or may be referred anteriorly over the gall-bladder or
the appendix. It frequently comes without warning, is
sudden, severe and often attended with nausea, vomiting
and eructati-sn of gas. There may or may not be bladder
disturbances. Oliguria during an attack, with polyuria
following, is often observed. Chills and temperature
depend-on the presence of infection.

The urine may show pus, small quantities of blood
after an attack, casts from the nephritis that is often
associated with marked ureteral obstruction, or as often
is the case, tho examination may be entirely negative.

Even in moderate grades of hydronephrosis the kidney
may show marked changes from pressure atrophy and a
great falling off in its functional capacity. In onlythree cases have we tested the functional capacity anil
in each of these it has been greatly decreased. One was

particularly instructive; it was that of a patient with
only one kidney and a stricture of its ureter. Unless
the ureter is. dilated to No. 14 P. every two weeks she
lias attacks of intermittent hydronephrosis.

Just previous to an attack her urine will be as low
as eight or ten ounces and phcnolsulphoncphthalein 10
per cent, in one and one-half hours, with marked head-
aches and blindness. Following dilatation the amount
of urine is increased to 25 or 27 ounces and the plicnol-
sulphonepthalein to 35 per cent, in one and one-half
hours. This gradually falls as the stricture contracts',
and the-amount of urine decreases.

While this condition may be suspected from the symp-
toms and before the appearance of renal tumor, we are

dependent on cystoscopy, ureteral catheterization and
radiography of the renal pelvis and the ureter after the
injection of substances more or less dense than the sur-
rounding structures. With the present methods of exam-
ination, especially pyelography, we should he able in
practically all cases to make our diagnosis before the
destructive kidney changes have become irreparable.Deficient kidney function may sometimes be deter-
mined on the affected side. In attempting to detect
strictures with the ureteral catheter we are often disap-

pointed, for a stricture sufficient to cause serious trouble
may not he felt with the smaller sizes, and in the early
stages the amount of dilatation and the consequent
residual urine may not be enough to give a proper appre-
ciation of the nature of the trouble. The more exten-
sive the stricture, the greater the dilatation above, the
greater the value of the ureter catheter. In the differ-
ential diagnosis of abdominal pains I feel that the pain
caused by distending the kidney by injection through a
ureteral catheter, if the same as that originally com-
plained of, is most valuable. But it only shows the
probability of the lesion being in the urinary tract, and
does not determine the location and character of the
trouble.

In pyelography, as first suggested by Voelker and pop-
ularized in this country hy Braasch, I believe that we
have a certain means of diagnosing these cases, and in
the early stages. With this a graphic picture is obtained
not only of the location of the stricture but of its extent,
which makes it possible to form an opinion of the dam-
age that is present above the stricture. Without it I
would have overlooked most of the eases that I have seen.

Stanton10 has recently written an article that points
out more strongly than anything I have seen the neces-
sity of careful examination of the urinary organs. The
stimulus for this was the number of cases seen at autopsy
of marked kidney and ureteral lesions that could have
been diagnosed during life, but which were not. The
records of fifteen general hospitals were then studied,
and in those in which cystoscopy was used only when
strongly indicated there was a percentage of 1 of oper-
able cases of kidney and ureteral lesions. Where cystos-
copy, with ureteral catheterization and pyelography, was
frequent, this same percentage was 2.

CASE REPORTS
Case 1.—The patient, Mrs. M., aged G5, was referred by Dr.

Madge McGuiness. She had one child and one abortion. The
menstrual history was uneventful. Previous history was

negative. Twelve years ago the patient begun to have attacks
ol pain in the right renal region, associated witli nausea, vom-

iting and the eructation of much gas. For the lirst four years
they came every six months and lasted twenty-fuiir hours.
Since then the attacks have increased in severity and fre-
quency and for the last six weeks have come every six days,
are of forty-eight hours' duration, agonizing and are not
relieved by half-grain doses of morphin nt three-hour inter-
vals. Many examinations of the urine showed no pus, no

blood, a few hyaline casts and many epithelial cells. The
specific gravity has ranged from 1002 to 1010.

Examination.—Cystoscopy showed nothing abnormal in the
bladder, Both ureters were catheterized; urine of low specificgravity with many epithelial cells and few hyaline casts was
obtained from the right; that from the left was darker, of
higher specific gravity and contained no abnormal structures.
Six mg. of phenolsulphonepllmlein were, injected into the del-
toid nnd appeared in the urine from the left ureter in tenminutes, but there was not a trace from the right after aperiod of twenty-five minutes. The catheters were both with-drawn and the urine collected from the bladder after twohours and mixed with that from the left kidney; the totalamount was 35 per cent.

^
Operation.—March 23, a week alter the examination, Dr.Gertrude Kelly cut down on the right kidney, which she foundsomewhat prolapsed with many surrounding adhesions. The

kidney appeared as a tense cystic mass, with ureter coming offfrom the upper pole, and adherent to the renal pelvis. Anaberrant blood-vessel was found running outward to the lower
pole of the kidney, behind the ureter. Nephreetomy was done.
Examination of the kidney shows that the renal pelvis hail

10. Stanton, Edwin McDonald: The Journal A. M. A., March 16,1912, p. 755.
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been dilated to the capacity of 45 c.c, that the ureter was
¡tt Inched to the upper pole, was adherent to the pelvis, and
that the lumen just allowed the passage of a small silver
probe. The renal structure showed pressure atrophy and is
only % inch thick.

Pathologie Report.—By Dr. John E. Welch. "Sections
through the cortex of the kidney show ex-tensive degeneration
oí the tubular epithelium, anil atrophy of the tubules. The
interstitial connective tissue shows marked hypcrplasia, and
over large areas completely replaces the tubules. Here and
liiere are areas of round-cell infiltration, indicating an active
inflammatory process. The capsules of Bowman are very
much thickened. The glomeruli are atrophied .and some of
them are completely replaced by fibrous tissue. The vessels
are congested and the larger ones show marked thickening of
nil the coats. There are numerous hyaline casts present, in
the collecting tubules and in places in some of the tubules of
the cortex. Sections through the pelvis show hypertrophy of
the muscle elements, marked increase in the fibrous tissue,
increase in the number of blood-vessels ¡nul a slight infiltra-
tion of the whole, wall by an exúdate of leukocytes and more
or less lymph. The epithelium shows extensive desquamation.
Sections through the ureter show slight desquamation of the
epithelial cells only. Diagnosis: Chronic diffuse nephritis ¡nul
pyelitis."

Recovery was uneventful; tho patient has regained her
health nnd has had no more pain.

Case 2.—The patient, Mrs. S. A. K., nged SO, hud an
uneventful menstrual history with menopause ¡it 47. She has
four children, the oldest aged 22, nnd the youngest, 0 years.
There was one spontaneous abortion at the third month
fifteen years ago, but.no subsequent trouble. Twenty Years

ago She had some vaginal operation, and, following this, for
two months, vesical tenesmus at the end of urination. Kivc
years later she had sudden attacks of pain in tho right renn I
region radiating upward to the shoulder nnd downward along
the course of the ureter. These attacks lasted an hour nnd
at, first, came on every three months; for a time she would
have one on each successive day for three. In the succeeding
years the attacks became more frequent and the intervals
shorter. These attacks were not related lo menstruation, nor

did there seem to be any cause for them. There were no
bladder distar].ces or changes in the amount, of urine voided.
As a rule, the attacks came in the afternoon, though she lets
n number of times been wakened from a sound sleep by the
pain,

Examination.—When first seen by me she was having the
attacks every four or ñve, weeks (June, 1011). She had liad
tin operation in November, 11)10, for gnll-stones and appen-
dicitis with no change in lier condition. The urine wns nor-
ninl. tiinl the bladder showed no ohange. The right kidney
¡»•his nnd the ureter were injected with IS per cent, collnrgol
and radiographs were made that showed moderate dilatât inn
of the renal pelvis, and dilatation oí the ureter, with obstruc-
tion at the vesical and.

Operation* A ureterovesical anastomosis was made, but
failed. For eight, days the urine drained from the ureter
through the vagina, which had been opened for safety drain-
age. The ureter lind pulled away from the bladder, but, the
urine from the right side emptied into the bladder through a
fistulous tract extending from the end of the ureter to the
bladder, Two months after the operation the patient begun
to hnve pain constantly in the right side nuil the urine con-
tained a huge amount of pus. The right ureter could not be
catheterized on account of obstruction nnd tortuosity of the
fistula. As the patient would not permit another plastic
operation on the ureter, the right kidney was n.ivcd on

account of the existing suppiiralivc pyelitis.
Course.—After this the patient did well until symptoms

similar to those existing before the first operation arose in
connection with the left side Since two months after the
uephreci.y she lias had very Frequent attaoke of the inter-
mittent hydronephrosis unless obviated by the frequent dilata-
tion of the left ureter. It has been found necessary to dilate
it with clastic bougies to 14 French every two weeks to pre-

vent attacks. Right after a dilatation the output of urine in
twenty-four hours will be about 25 ounces, and this becomes
less and less and just before an attack will be near 10. I have
Iliade several pheiiolphthaleiii estimations at different times,
and find that just after an attack about 38 per cent, is elimi-
nated in one and a half hours, and when an attack is immi-
nent the output for the same time will be 10 per cent., this'
correspond ing witli the patient's elimination of urine and her
general condition. This ureter shows no tendency to remain
dilated, and it is possible that a ureterovesieal anastomosis
will have to be done, or the ureter implanted on the skin if
the collargol radiograph should show that such an operation
as the first-mentioned is impracticable.

Casbi 3.—D. H., aged 29, was referred by Dr. M. L. Chord.
Her previous and menstrual histories were negative. She had
been married nine years and had one child 7 years old. She
was in good health until one year ago when she began to have
attacks of pain in the right side, with nausea, but no vomit-
ing. She was operated on for appendicitis, but was not
relieved, and in live months was again admitted to hospital
with a history of frequent attacks of agonizing pain in the
right upper quadrant of abdomen. During the attacks she
would fall to the floor and roll in pain; Exploratory lapar-
otomy showed stomach, gall-bladder and cecal region free
of any abnormalities. Condition continued unimproved anil
now attacks come nearly every night.

The kidney pelvis and ureter were filled with 40 per cent.
argyrol and radiographed. There was seen a dilatation
of the renal pelvis and of the ureter, with tho point of
obstruction at the vesical end. The pain produced by the injec-
tion wns the snine as that complained of in her attacks.
There was no resistance felt to the passage of the No. (!
ureteral catheter. I'atient refused to hnve anything done and
went nhroad.

Cask 4.—Sister V., aged 32, had a negative menstrual and
other previous history. The present trouble started one and a

half years ago with pain in the right renal region radiating
down the course of the ureter, associated with nausea, vomit-
ing nnd eructation of gas. The attacks came in the beginning
at intervals of two or three months, and lasted two or three
hours. In the course of time, the intervals lessened and the
attacks became more severe; at the time of examination they
came every ten days, and lasted two or three days. There
was no urinary disturbance, though the patient had some
increase in the amount of urine following an attack.

Examination. -The urine wns negative. I'atient had lost
much in weight and strength in the past few months. Radiog-
rnphy-of the nrgyl'ol injected into the renal pelvis and ureter
showed sonic dilatation of the renal pelvis and nil annular
stricture of the ureter % inch below the renal pelvis, opposite
the tip of the transverse process of the third lumbar vertebra.
The injection gave the patient much pain of tho same char-
acter ns that rnmplni.1 of in her attacks, which lasted threo
days and was associated with moderate temperature,

Operation.—A plastic operation on the stricture was

planned, hut could not he carried out, so the kidney was
removed, 'the specimen showed the condition as diagnosed
from the radiograph. Two weeks after the nepbrectomy the
patient had an acute attack of appendicitis, in which the
symptoms were not the same as those complained of in her
previous attacks of pain, nnd the appendix, showing chronic
catarrhal thickening, was removed. Since these operations the
patient has been relieved of her trouble and has gained much
in general henil h and strength.

Case 5.—Mrs. W. T., aged 40, was referred by Dr. C.
('. (¡ilion, of New Rochelle. Menstrual history was nega-
tive. She has been married eighteen years and has one
child 17 years old. There were two spontaneous abor-
tions at three months, the last twelve years ago. Then
she (lowed for two weeks and was curetted, no trouble
resulting. After childbirth the patient got up early, and
complained of pnin in the left side of tho back—lum-
bar region. This did not trouble her much until five years
ago, «hen she began to have attacks of pain in the left lentil
region, associated with chills and fever. These would hist two
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days to a week. During this time she noticed that the urine
was cloudy,.and often bloody. She has had to get up live or
six times at night to urinate, but for the past two or three
months only twice. Two weeks ago (history taken March 2,
1912) the patient passed some gravel. She lias been in bed
for the past week on account of pain, chills, fever and sweats.

Examination.—The voided urine shows many red blood-
cells, few pus-cells, 0.2 per cent, albumin (Esbaeh) and no
casts. Cystoscopy shows mild catarrhal cystitis, with marked
redness around left ureteral orifice. Both ureters were cathe-
tcri/.ed. Urine from the left kidney showed moderate amount
of pus and 0.2 per cent, albumin; that from the right,
numerous red blood-cells and 0.1 per cent, albumin. Phenol--
siilpliiiucphthalein, 0.0 nig., was injected; 25 per cent, was
eliminated in one hour from the right kidney; none from the
left in the same time. Radiograms of entire urinary tract
showed two large stones in the pelvis of the right kidney.

March 7 the left ureter was cntheteri/.ed to the kidney pel-
vis, this second examination being done on account of the
absence of the phenolsulphonepthalein, and 300 c.c. of urine
collected in steady stream. This relieved the patient of her
pnin and she felt better.

An nttempt was made later to pass a catheter into tho
lentil (left) pelvis, inject argyrol, and make a radiograph,
lutl mi obstruction was encountered just below the renal pelvis
Unit could not be overcome.

Operation.—March 22, through oblique lumbar incision, two
huge stones were removed from the right kidney through
incision into posterior surface of pelvis. The kidney was

about two and a half times normal size, and white. No
nt tempt was made to close the incision in the pelvis. A
cigarette drain and layer closure were employed. There was

drainage through the lumbar wound for eighty hours, tho
drain being removed at the end of seventy-two. During the
time the right kidney drained on the skin the daily amount
of bladder urine was 12 ounces; after that 70 to 90. On the
third dny the patient became much nauseated; the next day
restless and irrational, the next comatose and died uremia on
the sixth. No autopsy wns allowed. Mad we ticen titile to
make a pyelograph more of the nature of the obstruction in
(he left ureter could have been determined.

Case (1.—Miss B.j aged 50, was referred by Dr. Arthur
Booth. Eighteen years ago after an attack of tonsillitis the
patient had acute appendicitis, was sick two weeks and wns

treated radically. After this she was much troubled with flatu-
lency nnd obscure pains in the right upper portion of abdomen
¡mil right shoulder-blade. The patient was seen in 1900 by
the late Dr. Tilden Brown, who thought Unit she had a left,
renal tumor; the kidney could, under nuesthesiti, he dis-
placed downward ns low as 'the Umbilicus. In 1906. the
chronically thickened appendix was removed, but nothing wns
done to the kidney as the patient took the anesthetic badly.
Site was relieved of the flatulency and the pains in the upper
right abdomen.

A year previous to her operation for appendicitis she began
to hnve frequency of urination, and, at ti.s, bladder tcnes-
liius. with occasional attacks of pain in both renal regions.
Since the operation, the right-sided pain has almost entirely
disappeared, but she is much troubled with almost constant
pain over (he course of tho left ureter, lower half and fre-
quent attacks of renal pnin. The patient voids urine every
two hours during the day and gets up live or six times at
night, 'flic examination of the urine lias usually been nega-
tive, though on some occasions a small amount of pus and a

few epithelial cells have been found.
Exu m i nal ion.—When first seen hy nie, April 2, 1912, (he

left kidney, not enlarged, could he displaced downward so

that, (lie upper pole was two fingers' breadth below the costal
margin in the anterior axillary line-, it-could not he replaced
entirely. Cystoscopy showed slight general vesical hypeiciuin,
most marked around left ureteral orifice. The bladder urine
showed few pus cells and few epithelial cells. Collargol radio-
gram showed some dilatation of the left renal pelvis, the left
ureter and an obstruction for a short distance above (lie ves-
ical orifice. The pain caused by the distention is similar to
that she has during tier attacks.

On account of the reaction to instrumentation no attempt
has been made to dilate this obstruction, but efforts have been
mad« to better the bladder condition by the use of argyrol
and nitrate of silver bladder washings. On two occasions
1-7,500 solutions have caused her renal pain; this has been
noted in two other similar cases. A neplinipexy and a uretro-
vesii'ttl anastomosis above the stricture ¡ire contemplated.

Case 7*—M. L., aged 30, a native of the West Indies, was
referred by Dr. Edward Quintan!. The patient has had
malatia for a. number of summers until the past two years.
She has three children; the oldest weighed 11% pounds, dif-
ficult instrumental delivery, 'there were two spontaneous
abortions at three months but no subsequent trouble. Was-
sermann and von I'irqticl were positive. .

¡•'..rumination.—There liad been no previous attacks of the
present trouble. Three weeks prior to admission to Post-
graduate Hospital the »patient began (o have pain in the right
upper quadrant of the abdomen, which was almost constant in
character» A tender mass wns to lie felt just below the lice
border of tho ribs in the mammary line which was slightly
movable with respiration. There was tympany in front of
this muss after gaseous inllation of the colon. Temperature
was 1(10 to 191 I'', few pus-cells were found in the urine from
the right kidney. No tubercle bacilli were found and there
was no bladder disturbance.

Treat incut.—The right uveter was eathcteri/.ed and 40 per
cent, argyrol injected. Radiograph showed Some dilatation of
lite renal pelvis and a narrowing of the ureter at the level of
the transverse process of the second lumbar vertebra. The
ureter comes oil' at nearly a right angle to the renal
pelvis. The character of the pnin produced by the injection
was the same as that complained of. After the immediate dis-
comfort of the examination the patient was better and
relieved of her symptoms. This case is considered as one of
pyelitis with obstruction; the relief may hnve been due to
the argyrol, the dilatation of the narrowed ureter, or the com-
bined ell'cct.

Case 8.—S. K., single, nged 22, was referred from Dr.
Edward Quiiitard's Medical Service at the I'ost-Craduate Hos-
pital. Previous nnd menstrual histories were negative; von

rii'i|iiet was positive. Trouble begun (wehe years ago wit.li
pnin in (he upper right quadrant of the abdomen, the pain
being also referred to the right shoulder and scapula. There
was no icterus at any (inte. The pnin had no relation to
eating. Attacks at first came every few months, but of late
had been every week. Duration was one to ten hours. There
was no heinaturhi. The urine showed many pus-cells, but no
tubercle bacilli could be found. The right renal pelvis was
injected with argyrol ¡mil radiographs were made, which
showed some slight dilatation of the renal pelvis with a nar-
rowing of (he ureter just ns it leaves the pelvis. The ureter
came off at nearly a right angle. The injection caused pain
similar lo (hat complained of in her attacks. Vollowing this
there was relief of symptoms, which we attempt to explain as
in Case 7.

CONCLUSIONS
Stricture of the ureter is more frequent than generallysupposed, and is often diagnosticated as other trouble,especially when on Ihe tigEt side. It is slow, progressiveand leads to serious renal trouhle. The most frequent

causes are of infla in mu lory origin, and the infection maybe descending or ascending.In pyelogriipliy we have our most, sure and accuratemethod of diagnosis, even in the early stages.
303 West End Avenue.

ABSTRACT OK DISCUSSION
Db. (Icy L. lliiNNEit, Baltimore) It is very important in

dealing with such an important organ as the ureter that we
should know (he original cause of the diseuse. It may do
little good to (rent the local condition in the ureter itself
Without treating its cause nnd for (his reason we should he
especially interested in the etiology. The Dutch authors men-
tioned by Dr. Ftiruiss say that the condition is a congenital
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narrowing with an infection of the urinary tract with tho
result of a stricture at one of these congenitally narrow places.
That can be granted if all ureters are congenitally malformed,
but we are not ready to grant this. If, however, there is
¡in inflammatory tract or stone in the ureter or anything to
cause trauma at one of the points of narrowing the result is
stricture at that point.

Dr. Fumiss has drawn attention to the relative frequency
with which we see acute kidney infection following disease
elsewhere—following operation, furunculosis, typhoid fever 01*
acute infectious diseases, tonsillitis, etc.—and as I understand
him, he says that most of the ureteral strictures are secondary
to these infectious diseases elsewhere in the body. I agree
with him. I wish to go further and state that some of these
ureteral conditions occur without any infection, that is to say,
they are lymphatic toxemias. They come from some distant
focus in the body. In December, 1910, I showed before the
Southern Gynecological and Obstetrical Association a series of
cases of urethritis and ureteritis due to tonsillitis and I asked
the members to bear the matter in mind and either disprove
or prove my position. Since then I have had a sufficient
number of these cases of chronic ureteritis to feel thoroughly
convinced that my standpoint in that matter is right, and
that a large number of these cases of stricture of the ureter
come from toxins of the tonsils. Another thing rather point-
ing to the truth of that is the fact that a large percentage
of cases are infected by the Staphylocoooua uureus rather
than by the colon bacillus, although the colon bacillus causes
more than one-half of the infections of tho urinary tract.

We do not know much about the treatment. No one lias
had enough experience yet to be able to state anything positive
about it.. Cases of stricture near the lower end of the
ureter seem to have a tendency to have a long section of the
ureter stricturcd, whereas, near the pelvic brim and nearer

the kidney, the strictures are likely to be annular. This I
think we shall be able to control by using bulb catheters and
overstretching the strictures. I am getting some positive
cures of these annular strictures simply by that treatment.
With those having the long section involved near the bladder
wall I believe it is necessary to go in extraperitoneally, cut
them off above the seat of stricture and implant in the bladder.
I hnve not had much success in dealing with them. Some
can lie dilated, but not all. I had one just last week and
the only thing I could get in was a little probe-like searcher.
After getting hy the stricture, to get out again I had to bend
the handle of my probe and push the Kelly clamp off over the
probe and with one linger in the vagina pull ns hard as I
could. The stricture was so dense that it had grasped the
end of the probe. Dilatation gives little hope. We shall
have to cut the ureter off and place it either in the bladder
or in the kidney.

Du. II. D. FOBNISB, New York: Tn my cases of stricture of
the lower end of the ureter there has been little if any
obstruction to the passage of small catheters, and most of
them were diagnosticated by radiography after the injection
of collargol or argyrol. Otherwise we would have overlooked
them except in the cases in which there was marked dilata-
tion of (lie ureter above the stricture and retention of an

appreciable amount of urine. Cases of renal pain with puru-
lent urine following a few days after operation, I explain as
being due to Infection of the renal pelvis and ureter, with
consequent swelling of the ureteral mucosa und obstruction
thereby to the ureter. In these, pelvic lavage with silver
nitrate has been successfully used. As Dr. 1 In tutor states,
obstruction of the lower end of the ureter does occur with
pus-free urine. 1 think that the majority of these cases are
in all probability due to lymphatic involvement of the vesical
end of the ureter from a cystitis. Dilatation of the lower
end of the ureter is easy, but as Dr. Hunner says, the results
¡ire unsatisfactory as the ureter will not remain dilated. I
have a patient whose ureter requires dilatation every two
weeks. When I return 1 shall inject argyrol, and make a

radiogram to determine the exact site of the stricture and
the amount of dilatation above, hi this case I contemplate
making a ureterovesicnl anastomosis on account of the unsat-
isfactory results from dilatation. The pain of the dilatation

itself is not severe, but that following three hours afterward
and lasting three or four hours is; this is, I think, due to
the obstruction of the ureter following the trauma. During
the very painful period there is oliguria, which is followed later
by a relative polyuria. Ureteral obstruction in women is
common, and pyelography is the most accurate method of
diagnosis.

A CASE OF SUSPECTED PULMONARY
BLASTOMYCOSIS

John H. Snoke, M.D., and E. J. Strick, M.D.
Sio-Khe, China

A Chinese woman, aged 36, came to the dispensary of the
Neerbosch Hospital in March. She was so weak and short
of breath that she was unable to walk alone. Our first
impression was that this was a far-advanced case of tubercu-
losis. The patient was emaciated, anemic and very short of
breath; she coughed almost constantly and raised large quan-
tities of mucopurulent sputum. Both apices and the left
lung were normal. There was an area of dulness about 5 cm.
in diameter just above the right mammary region in the
nipple line. Over this area were heard r\l=a^\lesof nearly every
description. Patient complained of no pain, but of weakness
and an inability to sleep on the affected side on account of
coughing. We examined the sputum as many as twenty
times for tubercle bacilli but with constant negative results.
We noticed, however,, the constancy of certain spore-like
bodies with double refractile capsules and granules. This
led us to suspect blastomycosis. Up to this time, a period of
about ten days, she had been taking emulsion of eod-liver oil
and hypophosphitcs with guaiacol. Her fever ran from 101
to 103 and was more or less constant, except that there were

evening remissions instead of the usual morning remissions.
The pulse was 112 and rather weak. Under the eod-liver oil
and guaiacol treatment there was no change. After we had
decided that we were not dealing with tuberculosis but
possibly with blastomyeosis, we used copper sulphate as

directed by llevan1 (quarter-grain doses, three times a day)
and the result was marvelous. After twenty-four hours the
temperature had dropped to !)!), and in three days it, was
normal in the evening, with a fraction of a rise in the
morning; but within a week both pulse and temperature were
normal, the constant cough was much relieved, and the quan-
tity of sputum greatly reduced. Its character, however,
remained much the same. The patient was soon able to
sleep on the affected side and gained in weight and strength
very rapidly. We are sorry we have to report that some

cough still continues and that we still find the blastomyeetes
in the sputum. Nevertheless the patient has gained so much
in the three months of treatment that she is able to walk
four miles to and from the dispensary.

Castellana reports several cases which he calls broncho-
mycosis, the description of which answers quite closely to
our own, but not entirely. He claims cures by the use of
potassium iodid in large doses three times a day.

We have liad ten cases of what seemed at first sight like
tuberculosis, in the last three months, but the microscope
showed tuberculosis in four eases, blastomyeosis in live and
one negative. It would seem therefore that blastomyeosis is
not rare in China.

The chief remedial agent employed successfully, says
Ormsby,' is potassium iodid, first advised by llevan. The
drug nearly always produces marked results and in some
cases entirely cures the disease. Doses as large as (100 grains
a day are often required. It should be given in huge dilution
and should be continued for a long time or until no renewed
activity occurs after its withdrawal. More recently Beviin
has advised copper sulphate. In our opinion these drugs are

only palliative, and as yet we have no cure.

1. Ormsby, Oliver: Blastomycosis, In Lexer and Bevan's General
Surgery, 1908, p. 376. We refer those interested in the subject to
an account of the pathology and history of the disease and a very
complete bibliography appearing at the end of that article.

2. Castellani : Philippine Jour. of Sci., July, 1910.
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